SUMMARY Four patients with mass lesions of the posterior fossa experienced protracted vomiting as their only symptom for extended periods of time. The responsible lesions were a cerebellar tumour in two patients, a ventricular cysticercus in one patient, and a giant vertebral artery aneurysm in another. All four cases had compression or displacement of the floor of the fourth ventricle, where the "vomiting centre" has been located. occurring in the early morning, frequently related to postural changes, and at times being described as "explosive". She lost 20 kg in weight over this period. During the last 2 months prior to evaluation, she experienced recurrent dizziness and gait unsteadiness. On neurological examination, multidirectional nystagmus and mild gait ataxia were detected. Computed tomography (CT) revealed a mass lesion in the cerebellar vermis, which at surgery was found to be a Grade III astrocytoma of the vermis, attached to the inferior portion of the floor of the fourth ventricle. Vomiting ceased after operation. Patient 2 A 29 year old woman presented early postprandial vomiting 3 to 4 times a week during the first and second trimester of her fourth pregnancy. Although vomiting occurred less frequently in the last trimester of pregnancy, it continued after delivery. One month later she started experiencing headaches and was admitted to the hospital in November 1974. General physical and neurologic examinations were within normal limits. She had had a weight loss of 12 kg. Contrast radiology of the gastrointestinal tract and an electroencephalogram (EEG) were normal. Plain skull radiographs showed an enlargement of the sella turcica. A pneumoencephalogram showed no entry of air into the ventricular system, and contrast ventriculography revealed a mass lesion in the caudal aspect of the floor of the fourth ventricle, with associated hydrocephalus. A ventriculoperitoneal shunt was inserted, and a cysticercus cyst firmly attached to the floor of the fourth ventricle was incompletely resected. She became asymptomatic after operation.
for 3 years when she presented in January 1985. Vomiting was preceded by nausea, and usually occurred approximately I hour after meals. Cholecystography showed non-filling of the gall bladder and she underwent an elective cholecystectomy. Vomiting persisted at a frequency of 3 or 4 times per week, and abdominal ultrasound, contrast radiology of the gastrointestinal tract, and laparoscopy were normal. "Psychogenic" vomiting was diagnosed. Vomiting became more frequent over the 8 months prior to admission, occurring in the early morning, frequently related to postural changes, and at times being described as "explosive". She lost 20 kg in weight over this period. During the last 2 months prior to evaluation, she experienced recurrent dizziness and gait unsteadiness. On neurological examination, multidirectional nystagmus and mild gait ataxia were detected. Computed tomography (CT) revealed a mass lesion in the cerebellar vermis, which at surgery was found to be a Grade III astrocytoma of the vermis, attached to the inferior portion of the floor of the fourth ventricle. Vomiting ceased after operation. Patient 2 A 29 year old woman presented early postprandial vomiting 3 to 4 times a week during the first and second trimester of her fourth pregnancy. Although vomiting occurred less frequently in the last trimester of pregnancy, it continued after delivery. One 
Discussion
In our four patients, vomiting preceded the onset of headaches or other neurologic symptoms for a period ranging from 2 months to 3 years, during which time various erroneous diagnoses were entertained. In one patient vomiting was attributed to a duodenal polyp. Another patient was submitted to a cholecistectomy, and after the symptom failed to respond to the procedure, it was considered to be "psychogenic". In another patient vomiting appeared during pregnancy, and a brain lesion was only suspected after it continued following delivery.
All patients ultimately proved to have lesions in the posterior fossa that displaced or compressed the caudal portion of the floor of the fourth ventricle, where the "vomiting centre" is located.2 4 The vomiting Torrealba, Villar, Arriagada centre integrates information coming from various nuclei such as those of the area postrema, vestibular and solitary tract nuclei. Anyone of these can be activated by an appropriated stimulus causing vomiting.5 A compression or displacement of the vomiting centre or its afferent nuclei or tracts might then explain vomiting in our patients. On the other hand, demyelination of these areas has been reported to cause an absence of vomiting,7 as in experimental lesions in the area postrema or the vomiting centre.2 6 On rare occasions, lesions far from the "vomiting centre" can bring about persistent vomiting, as it has been described in a child in whom cyclic vomiting was documented to be the expression of simple partial epilepsy, caused by a thalamic and right temporal tumour.8 In a study of 100 epileptic patients with visceral symptoms occurring either as an aura or as an ictal phenomenon, eight patients presented vomiting, occasionally preceded by nausea. Two areas were considered to be responsible for these symptoms: (I) the fronto-temporal region, including the anterior portion of the temporal lobe, the insula, and the orbital surface of the frontal lobe, and (2) the parasaggital portion of the frontal lobe.9
It could be argued that vomiting in our patients was simply caused by increased intracranial pressure secondary to the hydrocephalus, but the latter was not present in patient 1, and in patient 3 vomiting persisted after successful ventriculo-peritoneal shunting. Furthermore, vomiting appeared long before the onset of headache in patient 2, and no patient had papilloedema.
It has been suggested that neither headache nor vomiting, classically attributed to intracranial hypertension, are actually due to increased intracranial pressure. In pseudo-tumour cerebri or intracranial hypertension induced by the infusion of saline to the subarachnoid space, headache is usually not severe, and vomiting is uncommon. On the other hand such manifestations are prominent as a result of displacement of intracranial structures.'0 Vomiting presented varying features, and even showed changes in the same patient during the course of the disease. In most of them, they occurred after meals and were sometimes preceded by nausea. One patient had morning vomiting related to postural changes. This feature, in association with dizziness, has been described in two patients in whom posterior fossa tumours were found." All our patients experienced weight loss and a deterioration of general health, features that should help differentiate it from "psychogenic" vomiting 2 13 a frequent misdiagnosis after negative gastrointestinal investigations.
Vomiting is rarely a manifestation of epilepsy, and it then occurs mostly in children.'4 It is usually episodic, paroxysmal, and stereotyped, and is accom-
